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Dr Frank L. Hanley (Stanford, Calif). This is a nice study. Mo-
han Reddy sends his regards and also apologizes for not being here;
he was unable to leave because of coverage issues at home.
As you mentioned, there are many, many ways to skin this cat. It
just so happens that we skin it exactly the same way you do. We
also do a midline sternotomy with intracardiac repair and end-to-
side arch anastomosis. And I don’t think you emphasized it here,
but you also have used antegrade cerebral perfusion since 2000.
We also have used antegrade cerebral perfusion exclusively since
1992. So we have the exact same approach that you do.
Long-term follow-up of interrupted aortic arch repair is not well
documented in the literature, so your study is clearly an important
addition. And with a consistent approach for more than 20 years,
your late information on recurrence rates and hypertension, ac-
knowledging the interpretation issues that you yourself mention,
are informative data. Also, just as an aside, it’s nice to have a subject
that we agree on.
You included all your patients with interrupted aortic arch, in-
cluding those with single ventricles, and all types of VSDs. But
what you didn’t do in the analysis, and all the information was there
for you to pull out, is isolate as a separate subanalysis the ‘‘typical’’
type A or B interrupted arch with posterior malaligned conoventric-
ular VSD. I believe that 59 patients in your total series fall into this
category. Analysis of this somewhat homogeneous subgroup
would allow some comparison with other studies reporting on
this ‘‘typical’’ interrupted arch group. Did you do any of that
kind of analysis?
Dr d’Udekem. Actually, we did not do a separate analysis of the
patients with malaligned VSDs in the frame of this long-term fol-
low-up study. What we did do is precisely take this group of pa-
tients and perform much more detailed analysis.
Dr Hanley. So playing that same idea out a little bit further, how
do you manage the problematic LOVT in double-ventricle patients
with interrupted aortic arch? I noticed that you had 6 patients who
underwent some resection of the subaortic area at the initial opera-
tion, but you also did a half dozen or so Damus procedures. Specif-
ically, were any of those Damus procedures done as an alternative
to direct LVOT resection in those patients with isolated VSD and
difficult subaortic areas?
Dr d’Udekem. As far as I remember, all of the Damus proce-
dures were performed in cases of single-ventricle pathology.948 The Journal of Thoracic and Cardiovascular SurgDr Hanley. If you have a really difficult subaortic area that you
don’t want to address, a Damus procedure and a conduit provide
a way out. We have done that occasionally, but very, very rarely.
So when you would resect and when would you do a Damus pro-
cedure?
Dr d’Udekem. I’m sure that it’s an option that we would con-
sider in very difficult subaortic stenosis, but it’s not an option
that we’ve done often. In this particular study, I cannot remember
that a Damus procedure was done for subaortic obstruction, but
it’s definitely an option we would still consider today.
Dr Hanley. Do you have objective criteria for when you address
the LVOT? Because, of course, the preoperative physiology is non-
predictive. Do you have an anatomic criterion or set of criteria that
you use?
Dr d’Udekem. The way we do it is very much like our predeces-
sors. We go in and we have a look. And sometimes we do nothing, or
resect, or take another step on the basis of the intraoperative findings.
Dr Hanley. Final question. Your incidence of late reoperation is
roughly half your incidence of late identification of some arch ob-
struction. What criteria do you use for intervention versus observa-
tion when you have identified late obstruction?
Dr d’Udekem. We have, to be honest, no strict criteria. We de-
cide on a case-by-case basis. Clearly, however, if we have a gradient
above 20 to 25 mm Hg, we would recommend balloon dilatation or
even surgical intervention. I think the evidence is accumulating that
if you don’t have the right arch geometry, even with low gradients,
you should do something to this arch, not hesitating to reoperate.
And I think in the past few years our threshold for reoperation on
an abnormal arch has gotten lower.
Dr Joseph J. Amato (Chicago, Ill). This was an excellent study
that you presented. From your diagram and from your first comment,
you stated that you did extensive resection. I assume that you divided
some of the intercostal arteries as the aorta was pulled upward. How
many intercostals were divided? If you did dissect any of them, how
many? Did you have any incidence of paralysis or at least paresis?
Drd’Udekem.When I was in Melbourne, I got the clear message
that for all this type of work I had to dissect the first 3 pairs of inter-
costal arteries. Dissect, cauterize, and divide the first 3 pairs of inter-
costal arteries, and I have religiously done so every time since. We
do that for Norwood procedures as well. I’ve never seen and never
heard about either paraplegia or paresis in that setting.
Dr Amato. Excellent. Thank you very much.ery c April 2010
